INTRODUCTION
The study incorporates the findings from a project initiated by HCFA's Office of the Actuary (OACT) to refine State estimates of health care expenditures. The project was undertaken in response to a request by 1993 President's Task Force on Health Care Reform for estimates of health care spending by States. As the first step, State estimates of personal health care spending were developed, using data based on provider locations. These estimates show expenditures on total personal health care services in each State, where "State" represents the location of the The author is with the HCFA Office of the Actuary. The views and opinions are those of the author and do not necessarily reflect those of HCFA.
provider of service . Because State spending estimates based on location of providers differ from spending by persons residing in that State, estimates of per capita expenditures, however, could not be produced based on this data.
The data on per capita expenditure by State is an essential tool to identify differences among States in patterns and levels of spending. These estimates are useful for evaluating the effectiveness of individual State health reform initiatives, by providing information to address issues related to the impact of policy changes on spending patterns and growth in a State. The key toward accurately producing these data was to first create State expenditure estimates based on State of beneficiary residence. For this, the expenditure data based on provider location had to be converted to those based on location of beneficiary residence.
The difference between estimates based on provider location and those based on location of beneficiary residence is accounted for by flows of expenditures from one State to another as a result of the border crossing by State residents for services in another State. There are various reasons for such crossing of State borders, among which the need for specialized care probably tops the list (Mayer, 1983; Folland, 1983; Holahan and Zuckerman, 1993) . Border crossing may also be circumstantial (Miller and Welch, 1992) . If a beneficiary resides near a State border, simply going to the most convenient hospital may entail crossing a State border.
Usually, significant amounts of border crossing occur when a hospital market area overlays State boundaries. Some States, such as Florida and Arizona, also experience large seasonal inflows of out-ofState patients. The creation of expenditure estimates based on beneficiary residence location, therefore, requires estimating these expenditure flows from beneficiary State to provider State.
To serve this process, the first step was to develop a data base defining interstate flows of expenditures for Medicare beneficiaries. The availability of Medicare data files containing expenditure data at the beneficiary level both by beneficiary residence-State and by provider location enabled the creation of complete interstate flow matrices for Medicare patients for a broad array of services. The results analyzing the border-crossing behavior by Medicare beneficiaries were reported in an earlier study (Basu, Lazenby, and Levit, 1995) . Because similar data for the rest of the population were not available, adjustment factors developed for Medicare patients were used to serve as the building blocks for estimating border-crossing patterns and expenditures per capita of nonMedicare population.
This article presents the final results from this effort, where the conversion of total personal health care expenditures by provider State to those by beneficiary residence-State takes place. This is accomplished by separately estimating the expenditure flows incurred by Medicare and non-Medicare population and finally aggregating expenditures derived from these two individual flows. The analysis provides State-specific data on total personal health care expenditures for each of the nine individual types of services estimated in the National Health Accounts (NHA). For each service, expenditures are estimated both by State of a provider and by State of beneficiary residence. The difference between these estimates for each State reflects the adjustment for border crossing. The study also provides per capita expenditure estimates based on adjusted expenditures and examines the impact of border crossing on per capita expenditure estimates. The study analyzes interstate differences in expenditure flows by computing rates of inflow and outflow of expenditures, and highlights the differences in flows between Medicare and non-Medicare patients.
DATA AND METHOD
The method for estimating residencebased adjustment for service-specific total personal health care expenditure involves three steps: (1) Medicare adjustment, (2) Medicaid adjustment, and (3) non-Medicare, non-Medicaid adjustment. This three-part analysis is based on the fact that sources of funds in the NHA framework can be grouped into three broad categories based on insurance coverage: (1) the Medicareinsured population, (2) the population covered by Medicaid, and (3) the residual population composed primarily of privatelyinsured and uninsured persons.
1 Medicare, Medicaid, and private health insurance payments together account for two-thirds of payments made for personal health care.
The data on Medicare residence-based adjustment were reported in an earlier article (Basu, Lazenby, and Levit, 1995) . The data for Medicare adjustment came from National Claims History (NCH) files and was processed to create provider-State and beneficiary-State specific Medicare expenditures for each NHA category. The expenditure flow ratios from each provider to beneficiary State and vice versa were calculated for each Medicare type of service which formed the basis of creating flow matrices for each service.
The data for Medicaid and other payers are not available to the same extent as Medicare data is, which limits the choice of methodology and estimation techniques for this population group. To determine the extent that Medicaid beneficiaries travel out of State to receive health care services, the 1991 Medicaid data, e.g., Medicaid Statistical Information System (MSIS), were examined. MSIS claims do not contain information on the beneficiary State of residence and provider State locations. The data also do not cover all the States. Even after linking the claims data with other files (e.g., eligibility files), and making assumptions about provider locations, the degree of border crossing by these beneficiaries could not be estimated using the available data sources (Fu Associates, 1993) . Given the limited information on Medicaid recipients' travel patterns, it was assumed that the extent of border crossing by this group is minimal and no adjustments for border crossing by the Medicaid population were made.
The third group of expenditures, that incurred by non-Medicare non-Medicaid beneficiaries, accounts for the largest proportion of expenditures in each State. Services associated with these expenditures are usually for the population under 65 years of age not eligible for Medicare or Medicaid coverage.
2 Because there is not a single insurer, the out-of-State expenditure data for this group is not available from a single source or at the same level of detail as Medicare data is. Typically, insurers collect only the information that allows them to pay bills and set premiums. The available data on insurance lacks the level of service detail and uniformity of formats, and, therefore, is not comprehensively available to researchers or policymakers.
Using Medicare Flows as Proxies
Because of data limitations, the calculation of interstate flows of spending for the non-Medicare non-Medicaid group provides a challenge. Studies have explored the possibility of using Medicare data for analyzing non-Medicare admission patterns. It was found that Medicare data can provide fairly accurate estimates of "other" (non-Medicare) adult admissions for twothirds of all hospitals (which are also "typical" hospitals) in California (Radany and Luft, 1993) . Other studies found that elderly and non-elderly have similar travel patterns for ambulatory care (Kleinman and Makuc, 1983) , and also for routine hospital care (Makuc et al., 1991) . Based on these findings, and in the absence of other proxies, it may be reasonable to assume that Medicare flow matrices are fairly representative of those for non-Medicare population. To make Medicare flows better approximate the same for non-Medicare population, several adjustments are made to it. These are detailed later.
In order to use Medicare flows for each service, the Medicare flow matrices for 3 age groups are examined: under 65 (also referred to as the disabled cohort), 65-70, and over 70. The average out-of-State spending is found to be highest for the disabled (under 65), followed by 65-70, and over 70 groups. The highest rate for the disabled population is partly due to the high out-of-State spending rate for end stage renal disease (ESRD) beneficiary included in that group. The under-65 ESRD beneficiaries account for the highest proportion (60 percent) of total ESRD expenditures, and also have higher out-of-State spending ratios than other age groups (10.1 percent as opposed to 8.4 and 7.9 percents. respectively for the 65-70 and over-70 groups). When ESRD patients are excluded from each age group, the 65-70 cohort exhibits the highest (7.53 percent) average out-of-State spending, followed by disabled (6.99 percent), and the over 70 group (6.50 percent). Thus, the elderly Medicare population spends a smaller proportion than other groups outside their residence State despite the fact that, as indicated in several studies, elderly have higher utilization and per capita expenditures than non-elderly population. By NHA service category, however, the data (Table 1) indicate that for some services, such as home health, and hospice, the over 70 group spends a higher percentage than other age groups outside their residence State.
An examination of these age group-specific flows indicates that 65-70 would be the most representative group to proxy the non-Medicare population. This is because the expenditure patterns of the non-elderly are presumably more like those of the age 65-70 population than those of the entire Medicare population (Fu Associates, 1993) or any other Medicare age groups. The Medicare beneficiaries who belong in the under-65 group collect monthly Social Security income on the basis of disability and thus represent a unique population due to their health status. Such a group, therefore, may not be representative of a similar under-65 age cohort within the nonMedicare population. Medicare beneficiaries over 70 are elderly and more likely to have a different expenditure pattern than the under-65 non-Medicare population. Studies provide evidence to suggest that elderly do not travel extensively, particularly for hospitalization (Hogan, 1988; Adams et al., 1991) . The 65-70 cohort, reflecting a minimum of 25 percent of Medicare enrollees and 25 percent of Medicare expenditures in each State, appears to be the most likely group to have an expenditure pattern similar to that of the non-elderly population.
In addition to selecting this age group, a further modification in the Medicare data is made to make it representative of the non-Medicare group. This is done by excluding Medicare beneficiaries with ESRD status. The ESRD patients are highcost cases. Enrollees with ESRD comprised 0.6 percent of total Medicare enrollees and 4.4 percent of total expenditures in 1991. The majority of renal failure cases are insured by Medicare, and their health care expenditures may not be representative of that for the non-Medicare group (Fu Associates, 1993) .
Seasonal Migration
Another factor that was considered in determining the appropriateness of using Medicare flows for non-Medicare population was the seasonal migration, which contributes to a significant proportion of out-of-State expenditures incurred by Medicare patients in a few States, such as Florida and Arizona. Since seasonal migrants are predominantly elderly, including the expenditure patterns of elderly seasonal migrants in Medicare data may bias the observed expenditure pattern of the non-Medicare population. Studies exploring the issue of seasonal migration noted that seasonal migrants are difficult to identify, because their second residence cannot be identified from Medicare data (Buczko, 1994) . The adjustment for expenditure patterns of seasonal migrants was not incorporated in this study because no consistent method could be found to separate these people (Fu Associates, 1993) 3 . A likely impact of not making such adjustment may be to underestimate the expenditures for residents of the Sunbelt areas and to overestimate those in States of residence of seasonal migrants. However, since the proportions of these people are relatively small, and seasonal migration is relatively a weak predictor of interstate flows of Medicare patients (for inpatient care) (Buczko, 1992) , inclusion of expenditures by seasonal migrants is not likely to significantly bias the non-Medicare distribution in general. Different travel assumptions were used to account for spending patterns of seasonal migrants, including one in which all health expenditures made in non-adjacent States were eliminated under the assumption that people travel only as far as necessary to receive health services. The method, however, eliminated more information than desired and appeared too restrictive. Another method which used a similar assumption for only two States (e.g., Florida and Arizona) also was found somewhat restrictive.
Service-Specific Flows
In order to calculate non-Medicare flows, therefore, the trimmed (65-70 group, with ESRDs excluded) Medicare population and their interstate flow matrices are used. For each individual category of PHC expenditure for which a corresponding Medicare category exists, the Medicare matrix for the trimmed population is used. For Medicare non-covered services, either a proxy Medicare category is used or the adjustment is not made. For example, for dental services, which is not covered by Medicare, the trimmed matrix for other professional category is used. For drugs and other non-durables, there is no flow data available. Therefore, the market is assumed to be local and no adjustment is done. Also, for other PHC, which includes a number of government-and businessfinanced services, no adjustment is done for lack of a suitable method.
In some cases, two Medicare matrices have been combined to generate one matrix that is consistent with data available for non-Medicare. For example, Medicare flows for other professionals and ESRD services for the 65-70 age group are combined to generate a single flow matrix that is appropriate for using against nonMedicare provider-based data on other professionals which include freestanding ESRD services. 4 On the other hand, a single trimmed flow matrix for Medicare physician services is applied to the combined provider-based data on physician and laboratory expenditures. For durable medical supplies used by non-Medicare beneficiaries, Medicare matrix for other professionals is used in lieu of that for Medicare durables. This is because 4 Although Medicare beneficiaries with ESRD status have generally been eliminated for calculating the Medicare trimmed matrices, other professional care is the only category where this is included in order to account for ESRD services provided for the non-Medicare population.
HEALTH CARE FINANCING REVIEW/Fall 1996/Volume 18, Number 1 Medicare durables are special products (e.g., wheelchairs, crutches, etc.), different from those used by non-elderly (e.g., vision products, eyeglasses, and hearing aids, primarily available at other professionals' offices). The expenditure flows for durables used by non-elderly should accordingly follow those for other professionals' services.
In estimating adjustment factors for hospital care, the difference in out-of-State expenditure pattern for services provided in inpatient and outpatient treatment settings is taken into account. In order to be able to use different flow ratios for inpatient and outpatient care, provider-based expenditure data on hospital care, available as a total, is disaggregated into these categories using split ratios calculated from other sources (e.g., American Hospital Association's Panel surveys). For inpatient and outpatient care, Medicare trimmed matrices for the corresponding categories were used with the provider-based nonMedicare expenditure data to arrive at residence-based estimates. To further refine the estimates for inpatient care, an additional service-mix adjustment (detailed later) is used. Table 2 summarizes the respective Medicare categories used for non-Medicare, non-Medicaid services.
Service-Mix Adjustments
Although the expenditure patterns of the Medicare 65-70 population (excluding ESRD) may be representative of the expenditure patterns of the non-Medicare population, it may be more accurate to assume that patterns are similar for selected services or groups of services within each NHA service category and that differences in the overall expenditure patterns and flow matrices are due to variations in service mix between these two groups. The underlying hypothesis behind this assumption is that the elderly and non-elderly have the same propensity to consume out-ofState services. However, people travel more for certain (high-technology) procedures (Holahan and Zuckerman, 1993) and the extent to which these procedures occur disproportionately among the elderly (rather than the non-elderly) will create differences in the interstate flow ratios between these groups. Thus, in order to use Medicare flow ratios to calculate nonMedicare flows, Medicare flows should be adjusted to reflect non-Medicare case-mix. This assumption could be valid for each NHA category; however, the availability of inpatient hospital and physician data by diagnoses and procedures makes it possible to make this refinement of nonMedicare estimates only for these two categories of services.
To make this adjustment for inpatient hospitals, flow matrices were first calculated at the diagnosis-related groups (DRG) level for the Medicare beneficiaries representing 65-70 age cohorts (ESRD excluded) and then reweighted to reflect the service mix of the non-elderly. To calculate service-mix of the non-elderly, data obtained from Codman Research Group (CRG) on inpatient hospital expenditures for 1991 were used. The data contains revenue center charges by DRG for 20 States and is summarized by provider State, in-State and out-of-State charges, age group, and primary payor. Servicemix weights were computed first by grouping DRGs and then calculating proportions of total charges for each group of DRGs. Because CRG data was only available for 20 States, a single set of case-mix weights was developed from this data and used for all States. DRGs were grouped according to the similarity of travel patterns within the same group (indicated by percentages of out-of-State spending by State residents). The primary purpose of DRG grouping was to assign DRGs to groups when no Medicare expenditure data are available for a DRG. This problem arises particularly for non-Medicare DRGs representing maternity cases, for which Medicare does not have any expenditures. Thus, expenditure patterns for these DRGs cannot be developed based on Medicare flows. The DRG grouping method allows these DRGs to be assigned to groups with similar outof-State spending patterns (Fu Associates, 1994) . A total of 30 such groups were created. Medicare expenditure flow matrices for these groups were reweighted by mean non-elderly service weights for each group, and finally summed across all groups to create an interstate non-elderly expenditure flow matrix for inpatient hospital. The flow ratios in the matrix were used to convert provider State expenditures for non-Medicare inpatient hospitals to beneficiary State expenditures.
For physician services, a similar method was used. Service weights for the nonMedicare population were calculated using a summary database created from MED-STAT data containing expenditures by procedure codes. The procedures were grouped using type of service classification developed by The Urban Institute from all procedures received by the Medicare population (Fu Associates, 1993) . These service-mix weights were then used to adjust Medicare trimmed matrices for physician services.
FINDINGS
Tables 3-9 present summarized information on interstate flows of total PHC expenditures that resulted from HCFA's study. The total PHC expenditures presented in these tables are derived as the sum of expenditures incurred by beneficiaries enrolled under Medicare, Medicaid, and other types of insurance (or no insurance). Tables 3 and 4 , respectively, summarize the provider-based and residence-based estimates of total PHC expenditures by State, Region, and the United States as a whole. Each column in Tables 3 and 4 represent total expenditures incurred by beneficiaries enrolled under Medicare, Medicaid, and other types of insurance (or no insurance) for the respective NHA cate- gory of service, which are groups of services based on the establishments providing services. These establishments are defined by the Standard Industrial Classification coding system (Executive Office of the President, 1987). These NHA categories represent the standard classification system used in National Health Expenditure (NHE) reports (Levit et al., 1996) . The NHA categories are as follows: hospital care, physician services, home health care, nursing homes, other professionals, medical durables, drugs and other non-durables, dental services, and other PHC.
Converting from Provider State to Beneficiary State
The difference between Tables 3 and 4 measures the extent to which residencebased adjustment alters the PHC expenditure totals by State and Region. Except for services such as drugs and other nondurables, and other PHC, for which no adjustment is done, Table 4 presents the results of converting the estimates based on provider location of Table 3 into estimates based on State of beneficiary residence. The method for such conversion has been detailed in the previous section. Table 5 presents per capita expenditure estimates based on residence-based expenditure data in Table 4 . To calculate per capita expenditures, the total PHC expenditures in Table 4 are divided by mid-year census population estimates by State for the year 1991. The estimates of per capita expenditures, based on expenditure data for resident beneficiaries in each State, serve as the major analytical tool for interstate comparisons and are one of the major objectives of developing border-crossing measures for Medicare and non-Medicare populations. Had this adjustment not been done, estimates of State spending per person could be produced only by using expenditures by location of provider and population by location of beneficiary residence.
Per Capita Expenditure Estimates
The data in Table 5 indicate that, overall, the New England region spends the most per enrollee ($3,101), followed by the Mideast ($3,069), Great Lakes ($2,625), and Far West ($2,594). High-spending States include Washington, DC ($4,693), Massachusetts ($3,333), Connecticut ($3,298), and New York ($3,255). The States with the lowest per capita expenditures are in the Rocky Mountains and South regions: Utah ($1,904), Idaho ($2,037), Mississippi ($2,162), and New Mexico ($2,185). Ranked by the U.S. average expenditures per capita, the highest to lowest NHA categories respectively are: hospital care ($1,109), physician services ($596), drugs and other non-durables ($266), nursing home care ($227), other professional services ($160), dental services ($126), home health care ($66), other personal care ($54), and durable medical supplies ($45). The spending on hospital and physician services contributes 41.8 and 22.5 percent, respectively, of total PHC expenditures. Since the major part of personal medical expenditures is accounted for by hospital care, these high (low)-spending States are also those with high (low) hospital expenditures per capita. The lowest per capita spending for hospital care is incurred in States such as Utah, Oregon, Idaho and Nevada, and the highest in States such as Washington, DC, Pennsylvania, New York, Massachusetts, and Illinois. States in the Far West region spend proportionately more for physician care (29 percent) and less for hospital care (37 percent), relative to the respective U.S. averages.
Although the data in Table 5 indicate State-to State variations in per capita spending, the spending was within 10 percent of the U.S. average in 28 out of 51 States (Table 6 ). This was consistent with a previous finding, based on provider-State data for the year 1982, which shows that more than one-half of the States fell within 10 percent of U.S. average (U.S. General Accounting Office, 1992) for per capita total PHC expenditures.
5 Thirteen States were above the U.S. average, and the remaining 38 States were below. Forty-two States spent within one standard deviation of the U.S. average per capita.
The inequality across States existed more or less for all services; however, 
Effect of Border Crossing
In order to study the effect of bordercrossing adjustment, the changes in the distribution of per capita expenditures across States are examined. This is accomplished by analyzing the difference between per capita expenditures with and without border-crossing adjustment. Although it is found that fluctuations in per capita expenditures across States still persisted, the border crossing adjustment actually reduced such variation to some extent. The coefficient of variation estimated for total per capita expenditures showed a decline from 24.43 percent to 16.20 percent as a result of using expenditure measures adjusted for State of beneficiary residence.
6 By service, the highest reduction in coefficient of variation was observed for hospital care (from 37.15 per-6 A major factor contributing to the reduction in variability was the redistribution of expenditures from the District of Columbia to Maryland and Virginia, where a large volume of the District of Columbia patients reside. Had the District not been included, the variability of per capita expenditure would change only insignificantly between these measures (from 13 percent to 11 percent). This was particularly true for hospital care and physician services, where large scale border crossing by Maryland and Virginia residents to the District of Columbia occurs. For most other services, the effect of including or excluding this area was insignificant cent to 21.38 percent), followed by physician services (from 23.96 percent to 16.88 percent), and durable medical supplies (from 21.17 percent to 16.43 percent) and the lowest for services such as home health and nursing home care (Table 7) . In spite of varying substantially across States, the distribution of home health and nursing home expenditures was not particularly affected by the border-crossing adjustment. This can be explained by the fact that border crossing for these services occurred less frequently than for services such as hospital and physician care.
By State, the effect of border crossing was found to be very large for certain States (9-26 percent), such as the District of Columbia, Wyoming, Idaho, North Dakota, and Minnesota. 7 The per capita spending declined in the District of Columbia, Minnesota, and North Dakota, and increased in Wyoming and Idaho. Border-crossing adjustment, on the other hand, had minimal overall effects in Florida, Connecticut, Indiana, Ohio, Oregon and Louisiana (less than 0.5 percent). For 11 States, changes in average per capita expenditures were less than 1 7 Because of the use of the same denominator for calculating both provider-based and residence-based per capita expenditures, these percentages reflect the percent differences between Tables 3 and 4. percent. In 18 out of 51 States, percent changes in per capita spending were above the statewide mean. By service, the highest average change was observed for durable medical supplies, which seems to be a result of large-scale border crossing reported for this service, especially for Medicare beneficiaries. However, a large part of this could be attributed to centralized billing offices located outside the States where services are actually rendered, contributing to ambiguity in correctly identifying the location of the provider from the Medicare data (Basu, Lazenby, and Levit, 1995) .
In comparison with Medicare spending (Basu, Lazenby, and Levit et al., 1995) , average per capita total spending changed by a lesser magnitude due to border crossing adjustment. While the border crossing caused an average change in per capita expenditures of 5.8 percent for Medicare patients, the corresponding change was 4.7 percent for total population.
8 Such differences can be accounted for by the fact that the impact of border crossing was somewhat dampened in the total as total personal health expenditures included services such as drugs and other personal care, as well as segments of the population, such as those under Medicaid, for which border crossing was assumed to be insignificant in this study. Border crossing, however, reduced the coefficient of variation nearly by the same proportion for total (from 24 percent to 16 percent) as for Medicare (22 percent to 15 percent) expenditures per capita.
Inflows and Outflows
The magnitude and the direction of the impact of border-crossing adjustment can be better understood by examining the rates of inflow and outflow of expenditures from one State to another. Tables 8 and 9 show these rates, which are computed as follows: the inflow rate is the percentage of total expenditures that are incurred by outof-State residents in the provider State; the outflow rate is the percentage of out-ofState spending incurred by residents of a State. An outflow of expenditures indicates import of services and an inflow of expenditures implies export of services.
The border-crossing rates (measured by rates of inflow and outflow of expenditures) and the changes in per capita expenditures between provider-based and residence-based data are directly related to each other. The data show that States with higher inflow than outflow rates were those whose total as well as per capita expenditures declined as a result of reallocation of funds to the beneficiary residence location. These States included the District of Columbia, North Dakota, Minnesota, and Tennessee. The reverse was the case for those whose outflow rates were higher than inflow rates. These States included Wyoming, Idaho, Mississippi, and Iowa. A higher proportion of States (59 percent) had an upward adjustment in per capita as well as total spending because their outflow rates were above the inflow rates.
Since the inflow and outflow rates in Tables 8 and 9 measure flows of PHC expenditures among total population, they represent weighted averages of the corresponding rates for Medicare and nonMedicare population. Within non-Medicare, those under Medicaid are assumed not to cross State borders and accordingly would have zero inflow and outflow. This fact is reflected in the rates shown in Tables 8 and  9 , which are found to be less than the corresponding rates for both Medicare and the non-Medicare non-Medicaid population. While the U.S. average inflow and outflow rates were respectively 4.78 and 4.73 per- outflow rates across States. A major part of such variation could be attributed to a much higher inflow rate to the District of Columbia, which was nearly 4 times higher than the outflow rate (33.22 percent against 9.18 percent) from that area. This explains the significant decline in per capita spending in that area (2.41 times the U.S. average to 1.77) as a result of the border-crossing adjustment, although the per capita spending still remained high because of its high initial level relative to the U.S. average. 12 A significant part of these expenditures was for hospital services, contributed by large inflows to hospitals in that area.
CONCLUSION
The article presents the results from an effort to estimate PHC expenditures by State of provider and State of beneficiary residence. Because of limited data on nonMedicare sources, the Medicare bordercrossing pattern was used with refinement to account for the non-elderly travel pattern. The article presents the combined estimates for both Medicare and nonMedicare expenditures by State, before and after the border-crossing adjustment is made. The effect on per capita expenditure estimates is analyzed in light of the inflow and outflow rates for each State. The data shows that border-crossing adjustment caused an upward adjustment in per capita expenditures in 30 out of 51 States. These were the States in which outflows exceeded inflows of expenditures. The NHA cate-gories displaying higher border-crossing rates were medical durables, physician services, and hospital services. Those displaying lower rates were home health and nursing homes. The border-crossing adjustment was also found to have reduced the variation in per capita expenditures across States significantly, especially for hospital care and physician services.
The data base for per capita expenditures and inflow and ouflow rates developed in this study will be useful to the State policymakers in considering options to restructure their health care systems. This is the first attempt by HCFA to furnish a unified data base on per capita PHC expenditures comprising all services and total population. Because of its unique nature, the creation of this data base required making several methodological assumptions which were carefully tested. The data provide opportunities for further analysis where the impact of the factors causing per capita expenditure variation can be measured by each service. HCFA is also working to create this data base for other years, in order to build a time series of flow ratios and to produce valid data for per capita spending over years.
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